Introduction
Although gastric cancer is declining in incidence in the West, it is still the second commonest cause of death from cancer in the world and the fourth commonest cause in Britain. In the United Kingdom alone, approximately 100 000 people died of gastric cancer in the 1980s, and the 5-year survival was a dismal 5%-6%. The poor prognosis of the disease in Britain and much of the West is largely due to the fact that gastric cancer is often diagnosed too late. In the largest populationbased survey [1] of gastric cancer ever undertaken in Britain, 80% of patients were found to have advanced and incurable stage IV disease, and only 1% had early gastric cancer. The crucial factor, then, is earlier diagnosis if the results of treatment of gastric cancer are to improve. Advances in surgical techniques are of little account if the presence of gastric cancer is detected too late.
Detection of early gastric cancer
Screening for gastric cancer is an attempt to pick up the disease either at a pre-malignant stage or at a sufficiently early stage which would allow curative treatment. In Japan, mass screening of asymptomatic people by radiological means has proved effective in diagnosing gastric cancer at an early pathological stage. Where such mass screening programmes have been implemented, the proportion of patients diagnosed with early gastric cancer has risen steadily, from approximately 20% in the 1970s to 50%-60% in the 1990s [2] . In the West, however, the lower incidence of gastric cancer renders such a screening programme impractical.
other high-risk groups, should be investigated similarly. Procrastination, in the form of a so-called therapeutic trial of anti-ulcer medication, may alleviate the patient's symptoms for several months and delay the diagnosis of gastric cancer, so that the golden opportunity is lost.
A positive and vigorous approach to the diagnosis of gastric cancer such as that outlined above has been described in several centres in Europe, with encouraging results [3] [4] [5] [6] . Diagnosis of gastric cancer at an early stage must remain our number one priority if the outlook for patients with gastric cancer is to improve. The essential factor is that general practitioners and hospital doctors alike should be alert to the possible presence of gastric cancer in any patient over the age of 40 years who complains of dyspepsia or is anaemic, and prompt investigation by means of endoscopy and biopsy should be instituted.
Treatment of early gastric cancer
It is debatable whether or not all patients with early gastric cancer should undergo radical surgical resection with extended, Japanese-style D2 lymph node dissection. It could be argued that any slight gain in terms of survival achieved by radical surgery may be offset by an increase in operative mortality and morbidity. The incidence of lymphatic metastases is directly related to the depth of invasion of the primary tumour, ranging from 4% for tumours confined to the mucosa to 20% for tumours extending to the submucosa [7] . Thus, it would seem logical to carry out a more conservative (D1) resection with complete excision of perigastric N1 nodes in patients with early gastric cancer confined to the mucosa, reserving the more radical (D2) resection for patients in whom the tumour has penetrated to the sub-mucosa.
In Japan, with the help of very sophisticated imaging techniques, including the use of dye sprays, endoluminal ultrasound scan and even arteriograms, it is possible to accurately distinguish between mucosal and submucosal tumours before operation. This has led to a more conservative line of treatment of early gastric cancers in Japan, with endomucosal resection or limited surgery for small mucosal tumours less than 2 cm in size. Larger tumours or those that have penetrated to the submucosa are still treated by the classical D2 resection.
In the West, however, such a strategy may still be difficult to implement. Assessment of the depth of invasion of early gastric cancer would require the use of endoluminal ultrasound scan, which is still not widely available in many centres in the West. Even if it were available, accurate distinction between mucosal and submucosal tumours may still not be possible, as most early gastric cancers seen in the West are ulcerated tumours [4] , with the presence of fibrosis in the submucosa and underlying muscularis propria making it difficult to distinguish between mucosal and submucosal tumours. The small type 1 mucosal tumours that are commonly seen in Japan as a result of mass screening are seldom seen in the West. It is for these reasons that most patients who appear at operation to have an "early" gastric cancer should still undergo a radical resection with extended D2 lymph node dissection, as Professor Oliveira and colleagues emphasize in this issue [8] , with perhaps preservation of the pancreas and spleen whenever possible to reduce operative mortality and post-operative morbidity [9] .
Summary
In conclusion, the traditional Western view that gastric cancer is usually a fatal disease is out of date. The poor prognosis of gastric cancer in the West should no longer be accepted as inevitable. To detect gastric cancer at an early stage, what is required is the education of doctors and the public alike that the onset of symptoms of pain, dyspepsia or anaemia in patients over 40 years of age should be investigated promptly by means of endoscopy and biopsy. Surgical treatment of patients with early gastric cancer should ideally be concentrated in specialised units and should take the form of a radical D2 resection with preservation of spleen and pancreas whenever possible.
